Transcranial motor-evoked potentials (TcMEPs) monitors integrity of corticospinal tract during spinal surgery and allows corrective measures being ensured before permanent neuronal dysfunction sets in.\[[@ref1][@ref2]\] It has the potential to diagnose position-related complications. We report a case of a 24-year-old male (55 kg/165 cm) who presented with complaints of weakness of bilateral upper limbs and neck pain which was radiating to shoulders for 2 years. There was no bowel or bladder involvement. Radiologic imaging of craniovertebral junction revealed atlanto-axial dislocation (AAD) with cord compression at cervicomedullary junction and C3 level. Dynamic X-ray of neck showed mobile AAD. In the operating room, anesthesia was induced with fentanyl and propofol. Tracheal intubation was facilitated using rocuronium. It was done with neck in neutral position, with the use of video laryngoscope and manual-in-line stabilization. Anesthesia was maintained with oxygen and air (1:1) and continuous infusion of fentanyl and propofol titrated to maintain bispectral index between 40 and 50. No muscle relaxant was administered in view of TcMEP monitoring. The patient was positioned prone and reduction of AAD was done by extension and traction; it was confirmed with an image intensifier. During this positioning, there was a sudden decrease in heart rate from 71 to 44 beats/min along with mild hypotension (94/58 from 104/60 mmHg). Meanwhile, the train-of-four parameter in neuromuscular monitor was achieved more than 85%. An attempt was made to record the baseline amplitude and latency of motor-evoked potential (MEP). However, there was minimal response from the monitored muscles even at a stimulation voltage of 1000 V \[[Table 1](#T1){ref-type="table"}\]. The transcranial stimulation was provided in the form of train-of-eight square wave pulses of 75 μs duration each, and a frequency of 300 pulses/second. Due to persistent bradycardia and minimal MEP response from the monitored muscles, the neck extension was reduced which resulted heart rate increasing close to baseline values (68--69 beats/min). The amplitude of MEP was also better appreciated at 400 V \[[Table 1](#T1){ref-type="table"}\]. Thus, amplitude readings at 400 V were accepted as baseline and the same stimulation voltage was utilized throughout the surgery. The surgery (occipito-C4-C5 fixation and C1-C2-C3 laminectomy) completed uneventfully without any further episodes of bradycardia. Motor power in few muscles of the upper limbs improved during postoperative period \[[Table 2](#T2){ref-type="table"}\].
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Recording of MEP amplitudes in various muscles at 1000 and 400 V
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Muscle power in the preoperative and postoperative period
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This case highlights two important aspects. First, baseline MEP readings should ideally be recorded in supine position before the patient placed prone for spine surgery. We took baseline recordings after making the patient prone in order to utilize time as the effect of muscle relaxant had not worn off during supine position. The effect of position with regard to amplitudes can only be appreciated if the baseline recordings are made in supine. The clinching factor for cervical cord compression was bradycardia in addition to requirements of higher voltage to elicit muscle responses. This prompted us to modify the neck position.

Second, it should be borne in mind that muscles with intact power would not require voltage as high as 1000 V to elicit a response unless they are under the effect of muscle relaxant or have preexisting spasticity. In our case, the muscle power of lower limbs was intact during preoperative period, and thus, the poor response to high MEP currents before the commencement of surgery seemed unjustifiable. Moreover, other factors, such as temperature, oxygenation and ventilation, hematocrit, and anesthetic concentrations were kept constant. Thus, MEP monitoring is a valuable tool for diagnosing position-related neurologic deficits in addition to surgical complications.
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